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The child had been constipated since birth, aperients being given about once a week, followed by incontinence of faeces; the bowels had sometimes not acted for three weeks; the motions were usually dark green or brown and semi-solid, or in large lumps. The abdomen was considerably distended, the subcostal angle being very wide. The colon, containing large, hard fsecal masses, could be felt arising out of the pelvis to the right of the middle line and extending up to the epigastrium. The anus was deep and funnel-shaped; the sphincter was fairly strong, and just above it was felt a tight ring, barely admitting the little finger; above this ring large, hard faBcal masses could be felt in the distended bowel. In conjunction with Dr. Finzi, X-ray examination of the colon after the injection of 1 pint of bismuth solution was undertaken. The colon was seen to be greatly dilated in the pelvis; it then passed up to the right of the middle line as far as the level of the tenth costal cartilage, and thence turned downwards to the level of the left pelvic brim, forming two parallel coils; from the left pelvic brim it passed upwards and to the left in the normal direction of the ascending colon.
A Woman three years after Omentopexy and Peritoneal
Drainage for Chronic Ascites connected with Hepatic Cirrhosis.
By F. PARKES WEBER, M.D.
THE patient, a woman, aged 42, was, when admitted to the German Hospital on account of ascites in October, 1905, of mnedium size and not emaciated or obviously jaundiced. The thoracic organs appeared normal. There was some cedema of the lower extremities, which soon disappeared on rest in bed. The history was that the abdomen began to swell about fifteen months before admission, and that paracentesis abdominis had already been performed three times at another hospital. About one year previously she had been temporarily jaundiced for three or four weeks. There was not any history of haematemesis, epistaxis, vomiting, diarrhcea, or any gastro-intestinal disorders. She had been married twenty years and had not borne any children, but soon after her marriage she had had two miscarriages, followed by a skin eruption and vaginal discharge. Her husband was more or less addicted to alcohol, and she herself, for the last twenty years, had been accustomed to take a little gin and water daily. After admission to the hospital the patient's general condition seemed to be fairly good except for the ascites, which necessitated tapping of the abdomen twice in November, 1905. On each occasion about nine litres of clear ascitic fluid (specific gravity 1010-1014) were removed. After the paracentesis the liver could be felt enlarged and hard, reaching down to the level of the umbilicus on the right side of the abdomen. There was not any special hepatic tenderness. The spleen could be made out by palpation just below the costal margin. There was not any fever. The urine was slightly diminished in daily quantity, of specific gravity about 1020, free from sugar and practically free from albumin. Medical treatment did not appear to make any difference to the ascites. Omentopexy was determined on, and the operation was performed by Dr. E. Michels on December 1, 1905, according to the method recommended by A. Narath l (a colleague of Talma, at Utrecht). Under local anesthesia some of the great omentum was stitched into a pocket made between the fascia and the subcutaneous fat on the left side of the incision. At the operation Dr. Michels could feel that the surface of the liver was hard and uneven. After the operation the abdomen soon filled up again and had to be tapped once in December, twice in January, and again early in February. Iodide of potassium and diuretic drugs were tried. There was no fever.
On February 16, 1906, Dr. Michels again opened the abdomen by a longitudinal incision below the left costal margin. Splenoplexy had been thought of, but proved to be impracticable. He found a good deal of omentum already adherent, and after evacuating the ascitic fluid he stitched some more of the omentum to the abdominal wall. However, the abdomen soon filled up and paracentesis abdominis was necessary on March 2, and again on March 21, about 81 litres of ascitic fluid, specific gravity 1009-1010, being removed on each occasion. On May 11 Dr. Michels opened the abdomen by an incision below the umbilicus, let out the ascitic fluid, and left a catheter in the opening for continuous drainage. The catheter was, however, removed on May 14, as it had become plugged with fibrin. On May 29 the abdomen had again to be tapped, and a fine catheter was passed through the cannula for continuous drainage; this was removed on May 31 as no further fluid came away. After that the patient had still to be relieved of ascitic fluid from time to time; the last occasion (by a small incision) was on January 1, 1907. At the present time the patient looked and felt well and could walk long distances without fatigue. There was no ascites or cedema. The heart, lungs, pulse, and urine did not show anythin,g abnormal. Unfortunately there was a ventral traumatic hernia (to the left of the umbilicus) as the result of the first operation. The liver (not tender to palpation) could be felt enlarged and hard, reaching at least three finger-breadths below the costal margin in the right nipple line. The spleen was apparently not enlarged. The gums sometimes bled, possibly in connexion with the bad condition of the teeth.
Syphilis might possibly have played a part in the causation of the ascites and the hepatic disease in this case. Amongst the various medical methods of treatment adopted in the case from time to time (besides iodide of potassium and diuretic drugs) were a modified salt-free diet, reduction of the total quantity of fluids taken, and continued pressure on the abdomen by means of a many-tailed bandage.
From the point of view of omentopexy, cases of hepatic cirrhosis might perhaps be roughly divided into two groups: (a) patients who for some reason (for instance, the presence of old perihepatitis and perisplenitis and extensive spontaneous omental adhesions) have the collateral venous circulation well developed, and do not readily develop ascites, but are especially liable to haematemesis from dilated cesophageal or gastric veins. The liver is generally decidedly enlarged in this group of cases. (b) Patients with a poor collateral venous circulation, who develop ascites early. The main object of omentopexy and peritoneal drainage should be to convert patients of class b (for example, this patient at the onset of the ascites) into patients of class a. In this case no contra-indication existed, but, on the contrary, the patient's condition was favourable fcr the operation.
Splenectomy for Splenic Anaemia (?) By F. DE HAVILLAND HALL, M.D., and W. G. SPENCER, M.S. THE patient, a girl, aged 81, had gradually become anaemic and drowsy, with puffiness of the face. Except for pneumonia at the age of 3 years she had not had any illness. On admission the spleen and liver were enlarged and the cervical glands were slightly swollen. She was in a medical ward from January 21, 1909, and during her stay there
